
last January in the Journal.of the American Med-
ical Association, and at that time Dr. Cabot re-
ferred to the article and I wrote him about show-
ing him some of my specimens. It is my experi-
ence that the only way you can get ahead is to pre-
sent your argument, and that is the reason I left
my specimens at the disposal purposely of Dr.
Cabot and Dr. Crabtree in order that they should
look at them and have a full opportunity, without
being influenced by my presence, of judging for
themselves.

They have pointed out some weak points. One
of them is that we have not examined the regional
lymph nodes, but personally I do not think that is
as weak a point as it seems. I do not agree with
Dr. Cabot and Dr. Crabtree in saying that the lym-
phatics are segmental. We know, for instance, that
in the case of the common duct or of the cystic
duct there is quite a long tube without any inter-
cepting lymph nodes, though there are some at the
neck of the gall-bladder and around the junction of
the cystic ducts. Another reason why I do not
think so is that in examining hundreds of sections
we can find in these sections, layer by layer, from
the bladder all the way up into the ureter, the areas
of infiltration continuous. There is not a single
interruption. There is not a single place, in look-
ing at all the sections, of a segment of the ureter.
Where you see any infiltration, that would indicate
an extension from this sub-mucosa layer out in the
peri-ureteral sheath. We are going to repeat a
great many of our experiments, and we shall pay
particular attention to the lymph nodes.
In regard to the question of lymphatic tissue,

our attention was called very early to that by Dr.
D. J. Davis, professor of pathology in the Univer-
sity of Illinois. He saw one or two of the sections
and marked such areas with a question mark. I
called it infiltration and submitted them to him,
and he said "No. I think it is normal lymph nod-
ule"; but ever since then we have guarded against
judging anything of that kind. They have such a
definite anatomical arrangement that they do not
look in the least bit like those of lymphocytic infil-
tration.
In regard to lymphocytic infiltration, that might

seem at first glance like a weak point. Yet we did
not try to produce infections which would be so
diffuse. In cases where we produced infections
such as Stewart and Sweet did in their reimplant-
ing they were so diffuse that it was hard to get suchpictures as we have. I have had experience with
them, and you cannot tell where an infection reallystarted. That was why we tried to work with the
organisms and really study the early stages.
I am not enough of a pathologist to be able to

say that in the animals the lymphocytic infiltration
is characteristic of sub-acute or chronic inflamma-
tion as compared to acute, but I am assured by
those who are competent that this infiltration does
not contradict the possibility of a sub-acute or low-
grade infiltration.
Dr. Cabot mentioned the fact of no infection

taking place through an intact bladder. Between
the epithelial cells of the mucous membrane of the
stomach there is a most intact network of lymphat-
ics that runs around between the individual cells
of the stomach. When we see such pictures in so
many sections we begin to be greatly influenced to
assume that infection takes place through this. We
know that, for instance, organisms in the mouth

will attack an intact mucous membrane and drain
into the region of the lymph nodes.
Now, he showed some apparently weak points in

my case 401, 15-day experiment, not finding any
microscopical indication and yet finding it in the
bladder. There seems to be the same thing in the
animals that takes place in the human, that is,
there seem to be animals which you are not able to
infect. There may be a special immunizing processin these animals. The older the animal was the less
changes we saw, because the animals would seem to
have this immunizing process and would show less
reaction.
Dr. Cabot made the statement that the colon ba-

cillus finds a congenial medium for its growth in the
pelvis of the kidney and therefore it lodges there.
That colon bacillus has to go through the tubules
of the kidney. It is supposed to destroy the con-
voluted tubules and lodge down in the mucous
membiane of the pelvis and find a nice place to
lodge there. Does that seem rational? When youhave as strong a stream as a urinary stream, dropby drop, is there chance for it to find a long enough
time to lodge there? It seems to me rational to
think that in these cases of ascending infection they
go to the lymphatics and that they grow there ly-ing underneath the mucous membrane and then
wander through the epithelial cells into the
pelvis. It seems to me that of the two mine seems
mechanically the more reasonable proposition.In regard to stains for the micro-organism, we
tried very few stains and our technic was faulty,
but Dr. Crabtree and Dr. William H. Smith showed
me a beautiful method for staining, and we are go-
ing to apply it in our future experiments.

The question that Dr. Crabtree also mentioned,
that the kidney was seldom involved, does not quitehold water. Out of our total of 11 rabbits there
were 6 kidneys which showed changes, and from
our total of 26 dogs there were 13 showing changes.
That seems a pretty fair proportion, considering
that we purposely did not want to produce virulent
lesions, and yet in those we found cases where, withthe ureter almost completely destroyed, there were
changes in the kidney. I want to thank you all for
allowing me to present this to you, and for your
frank discussion, and I hope to be able to report
progress. I am personally convinced that it ex-
plains the cases of pyelitis of pregnancy and puer-
perium and the pyelitis of children better than any-
thing I know of.

MEETING OF NEW ENGLAND BRANCH OF
THE AMERICAN UROLOGICAL ASSOCIA-
TION.

Harvard Club, Boston, Nov. 28, 1916.

PRESENTATION OF SPECIMENS, INSTRUMENTS, ETC., AND
REPORT OF CASES.

Dr. Bennett of Arabia : I apologize for appear-
ing before a medical society of this kind, because I
am really simply a surgeon, and have been for ten
years a medical missionary in Mesopotamia. It
happens that out there we have a great many stones
in the bladder, and I have a few specimens here.
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Five years ago I brought home about 35 specimens,
and left them at the University of Michigan.
I would say that now I gather very few, because

we do most of them by lithotomy, except where the
urethra is blocked.

These, I think, are interesting simply from the
point of view of their size. Probably the Arabs
allow them to grow more than the Americans do.
These have all been sterilized so 1 will pass them
around. There is one they attempted to crush. I
have broken my lithotrite in attempting to crush
a big stone like that. In this case the man died,
and so did the owner of the second large one. These
others I think were more successful. One was re-
moved from a boy about five years of age. In fact,
most of these stones were removed from children. I
have removed stones from children of two or
three years of age, while they were still at their
mothers' breasts.
I have a theory that some of these stones are

caused by the bilharzia worm. The life history of
a bilharzia worm, as we have established it, is that
the bilharzia enters perhaps through ingestion, but
more probably through the skin of the feet, and the
Arabs, who work in the rice and wheat fields, are

up to their ankles in mud which is full of bilharzia
worms. The poison of this bilharzia is really a sharp
horn on its anterior end and probably enters the
circulation that way and reaches the liver. There
it is found in the portal veins and the mesenteric
veins, but there the worm is not fully developed, and
in the post mortem they are small. They are more

fully developed when found in the bladder and rec-
tum. It seems to have an affinity for the walls of
the bladder and rectum, more especially for the blad-
der, and we have cases coining to us giving symp-
toms of difficult micturition with blood and mucus
and some times chyluria. All this is, I think, probably
the cause of a large number óf cases of stone in
the bladder. We get renal calculi, but they are very
infrequent.
If you study the life history of the bilharzia you

will find that the male worm has a central fold.
This encloses the female worm, which is a long, slim
worm, and this lies in that ventral fold and the
ova are generated in the walls of the bladder and
rectum. These passing out cause the irritation and
the fungoid growths which are so common. I have
seen great, large, mushy growths which project
both from the rectum and from the different fistulae
which are found through the perineum, and it is
very difficult to heal them. In fact, 1 do not know
that they can be healed unless possibly a change of
climate is brought about.

Dr. F. B. Lund, Boston: The chief interest
of this specimen of hypernephroma is that it
illustrates the large size to which a malignant tumor
of the kidney can grow without producing any ca-
chexia. The patient's symptoms consisted of at-
tacks of pain in the right side, with very slight
licmaturia, and he presented this very large mass.
On account of the absence of cacbexia, 1 was in-

clined to think the mass might be a congenital cystic
kidney, although ordinarily you can feel the separ-
ate cysts, and this was quite smooth. Dr. Cunning-
ham, who saw the patient with me, thought it was
a hypernephroma.

No catheterization of the ureters was done for
psychic reasons. Several times he refused operation,
and we were in great doubt as to whether we could
get him to have it done at all.

The tumor, as you notice, was entirely beneath
the kidney and pushed it far up beneath the liver
so that the vessels ran upward and backward from
the aorta and vena cava, necessitating very wide
exposure. The usual long kidney incision was
made, and then the lower end of it carried forward,
splitting the abdominal muscles, up to and into
the sheath of the reetus. This gave a beautiful
exposure and there was no difficulty about remov-
ing the tumor. The left kidney was of normal ap-
pearance and there was no evidence of metastasis
anywhere.

A DEVICE TO REPLACE THE RUBBER URINAL.

Dr. John Cunningham, Jr., Boston : I have here
a simple device the use of which is to hold urine
in the bladder when the bladder sphincter control is
destroyed. This device takes the place of the rub-
ber urinal, about the disagreeable features of which
nothing need be said. This device compresses the
urethra so that no urine may escape, whereby the
bladder takes on its nprmal function as a reservoir.
It does not disturb the circulation of the penis. It
has been of muoh service in dilating contracted
bladders by enabling the patients to hold the urine
after the impulse to urinate has occurred. I have
made use of it to hold fluid in the bladder in doing
suprapubie prostatectomy.

Incontinence Clamp in Position.

The device was first made for a patient upon
whom I resected about one-third of the bladder and
removed the prostate for carcinoma three years ago,
in which patient the sphincter control was lost by
the use of the actual cautery. His bladder, when
the device was first employed, could be distended
only to three ounces. He now holds seven ounces.
The device has taken the place of the rubber urinal
in all cases of incontinence which have come under
my oare since that time. It is sold by Mr. Charles
R. Bard.

A i CASE OF TUMOR OF THE TESTICLE.

Dr. R. F. O'Neil, Boston : This specimen which
1 present is one of the so-called mixed tumors of the
testicle. It was removed in April of this year. The
patient had had it for a year and a half. The speci-
men at the time of removal was very much larger
than it is now, and was also accompanied by a cer-
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tain amount of hydrocele. At that time there were
no métastases to be made out, but the operation was
undertaken simply to remove this very large mass,
without the idea of effecting a cure. I saw him
again a week ago and there was a very extensive
recurrence in the pelvis and in the groin. He is
now being treated by radium and the x-ray.

A CASE OF CALCULOUS PYONEPHROSIS.
I wish to show this kidney which I removed this

morning from a man 40 years of age. He has had
symptoms for about a year and a half, althoufrh
the lesion must have been present for a much longer
time. You see the calculus, while not very large,
is situated at the uretero-pelvic outlet, blocking the
ureter, and has resulted in the complete destruction
of the kidney. This kidney was situated high up
under the ribs and was removed with difficulty.
During its removal the renal vein either was torn
or slipped from the clamp and we had a very sharp
hemorrhage, which, fortunately, we were able to con-
trol.

SOME UNUSUAL URETERAL CALCULI.
These three calculi were removed from the ureter

of a young man of about 25. You notice they are
smooth and triangular, resembling teeth. The points
of interest in this case are the enormous dilatation
of the ureter which was present, the very good func-
tion of the kidney and the comparative absence of
symptoms, together with the normal cystoscopic ap-
pearances of the ureter. If you notice, one of the
x-ray plates shows two of the shadows apparently
low in the ureter with a third up in the kidney
region. Another plate shows all three shadows low
in the ureter. The third plate, of the ureter in-
jected with argentide solution, shows the enormous
dilatation of the ureter which was present. Of
course this was suspected, but T did not expect to
find it to such an extent, in view of the perfectly
normal cystoscopic appearance of the ureteric orifice.
At operation the ureter was found much thickened
and dilated; it was opened above the pelvic brim
and stones removed with forceps. Incision in the
ureter closed with a double row of stitches. Wound
healed by first intention, never was there any leak-
age. Examination of the calculi showed them to be
calcic oxalate.
Dr. Lesley H. Spooner, Boston : I wish to re-

port on some bacteriological work which has been
doing on renal tuberculosis.

Thanks to Dr. Chute and Dr. Crosbie, I received
kidneys after operation in toto. They had not been
mutilated for the sake of gross observation and for
this reason I was enabled to get what I believe to
be pure growth from these kidneys.
In all I have studied twelve kidneys, three of

which were non-tuberculous and nine tuberculous,
and I was able to grow in pure culture from six of
them the tubercle bacillus. In three others no

growth has appeared, although in some it is expected.
In none of these nine tuberculous kidneys was I
able to grow in any form any bacteria other than
the tubercle bacillus. In the three non-tuberculous
kidneys which were removed, two for stone and one
for a septic process .with a sinus, I grew pure cul-
tures of pyogenic organisms. In two oases where
the tubercle bacillus was later grown from the kid-
ney, ureteral specimens showed no growth on ordin-
ary culture media, but in both instances acid-fast
bacilli were demonstrated microscopically. Strangely
enough, from these cases I did grow from the blad-

der catheter specimens various organisms such as
the staphylococcus and diphtheroids.
I advance as a tentative conclusion from this

work that the tubercle bacillus may be grown in
puré culture from many tuberculous kidneys; that
in no instance were other organisms grown; and
that tuberculous caseation is due to the action of the
tubercle bacillus alone. The bladder urine in cases
of renal tuberculosis may contain other organisms,
while that from the ureter does not seem to be con-
taminated. Sufficient work has not been done to
make the last two statements with certainty, how-
ever, and further experiments are to be performed
as soon as possible.
I will say one word as to the method of procedure.

The kidneys were delivered to me without being
opened, the ureters tied off and the kidneys wrapped
in sterile gauze from the operating table. I got
them within two or three hours after operation.
They were opened on a flat surface and scarified
immediately with a red hot plumber's soldering
iron. All work was done with instruments which
were heated to a red heat in the flame and then
cooled in boiled water, so that there was no chance
of contamination. There was no possibility of kill-
ing the organisms by transmitted heat, and yet there
was every chance of getting the material in its
natural state. A wide variety of aerobic and anae-
robic culture media was employed. It was found
that the tubercle bacillus in primary culture was
more profuse upon Doret's egg media; but that
secondary growth flourished readily upon glycerine
airar. (Photographs of the cultures upon the latter
shown.)

DISCUSSION OF DR. SPOONER's REPORT.
Du. D. N. Eisemiratii, Chicago: This subject

interests me greatly. T had been considerably in-
terested in cases of so-called mixed infection with
tubercle bacilli. 1 am just recalling a case which
occurred last winter in a young man 20 years of age
who had been sick only 10 days. His clinical symp-
toms were those of ordinary acute hematogenous in-
fection. I cut down upon the kidney and found a
cortical abscess, and had some pus sent down to the
laboratory immediately. They found the Staphylo-
coccus aureus in pure culture. We had not sus-

pected tuberculosis because the temperature was
not typical. The urine was clear, and I was very
much surprised when the laboratory reported that
in addition to the Staphylococcus aureus they found
tubercle bacilli in large quantity.

We took out the kidney the following week and
it confirmed the diagnosis of a mixed infection, the
Staphylococcus aureus predominating.

Book Reviews.

Social Diagnosis. By Mary E. Richmond.
New York: The Russell Sage Foundation.
1917.
This volume, based on the author's personal

experience in charitable and social service, and
issued as a publication of the Russell Sage Foun-
dation, is intended as a textbook on social work
in Canada. Its genesis and evolution are de-
scribed in the preface. The text is divided into
three parts, dealing, first, with the methods of
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